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The hand requires a sound, stable, painfree and sufficiently mobile wrist in order to be positioned in space correctly. One only has to wear a rigid splint for an hour or so in order to appreciate the value of a good wrist. A stiff wrist must be compensated for by a mobile shoulder and elbow but if you perform the above experiment you will realise just how much more movement you must have at the shoulder in order to compensate for really quite small movements of the wrist.
Many authors have commented upon this fact and a functional range of motion of the wrist has been defined and in effect this amounts to an arc of motion in flexion and extension of about 60 degrees and in radio-ulnar deviation of some 25 degrees. Pronation and supination are important movements, pronation because it is the working posttion of the hand and the giving position; supination is the receiving and supporting hand and it is well recognised that it is better to give than to receive. Loss of some pronation can be compensated for by shoulder abduction; supination cannot be adjusted for. Therefore, in all treatment of the wrist the principal aim should be a functional range of pain-free, stable motion and only as a last resort should this be reduced to a stable, painfree joint, i.e. a fusion. Whether the problem is post-traumatic or whether it is a result of an inflammatory joint disorder the aims should be the same: however, in those circumstances when there is a progressive and inexorable progression of the problem, as seen in rheumatoid arthritis, then serious consideration should be given to early surgery which may prevent progressive destruction of the joint with the inevitable decision at the end of the day to arthrodese or not. Therefore the philosophy of the management of most inflammatory joint disease must be a little pro-active in that one may recognise deterioration and operate to perform a stabilising procedure such as a radiolunate fusion before there is serious disruption of the wrist joint.
The traumatic wrist by definition precludes any pro-active surgery and one has to take the patients as one finds them. The advantage of trauma is that in general the problem is not progres-2 sive in the short term but is progressive possibly in the long term, if one takes into consideration the degenerative changes which may occur. In the traumatic situation it is important to recognise those conditions which are likely to give rise to significant longterm problems and they be best categorised as those problems involving mal-union of the intra-articular fractures, such as die punch distal radial fracture and scaphoid fractures, where perfect reduction gives rise to a very significant increased risk of secondary degenerative arthritis, and the second category is those patients who have instability of the wrist or distal radioulnar joint who will develop secondary arthrosis as a result of the chronic instability that exists because of the intrinsic and extrinsic ligament injury. This injury may be a frank tear or may be a partial tear or even an attenuation. In the fracture category it is clear that one should attempt to provide a complete and accurate reduction of the articular surfaces in order to minimise the risk or late arthrosis. In the event that this is not possible and one is faced with a late mal-united fracture, then corrective reduction by osteotomy is the only reasonably certain way of preventing late problems.
Patients who present with instability, however, give a different set of problems and crucial decisions have to be made since the surgical principle of stabilising a joint always involves a reduction of range of motion. Therefore, in the circumstances when the scapho-lunate or the triquetro-Iunate joints are unstable due to interosseous ligament injury, the concept of ligament repair and augmentation is a sound one but can only be performed with any degree of success in the short and medium term. The long term changes which occur in the wrist capsule and soft tissues reduces the likelihood of a successful result from ligament or capsular augmentation of the interosseous ligaments later than two years or so in general. Therefore, arthrodesis of part of the carpus in order to stabilise the scaphoid, lunate and triquetrum has been popularised by Watson, who proposed scapho-trapeziotrapezoidal joint arthrodesis (S T T fusion) for the treatment of rotary instability of the scaphoid. Since then scapho-capitate, capito-lunate, triquetrolunate, triquetro-hamate, capito -hamo-triquetro-lunate and radio-lunate fusions have all been performed for carpal instability. Each of these examples of intercarpal arthrodesis gives rise to a significant restriction of range of motion and a distortion of the biomechanics of the wrist joint, and medium to long term problems have been described.
The role of the therapists in the management of wrist problems is an essential one, not least because close monitoring of the post-operative or post-injury phase will recognise the problems which we all hope to avoid, namely, swelling, stiffness and, worst of all, algodystrophy. There is a natural pace at which people will recover from an injury or an operation and the therapist is best able to judge whether a patient is being too aggressive or too timid, or even if the expected rate of recovery is not seen because of a significant complication. Additionally, therapists are well aware of the likely outcome of the majority of problems that we see. Of course, this is a matter of experience but there is no doubt that patients have an unreal expectation of the time scale involved and apart of the management of these patients is the psychology of realism and promoting realistic expectations. Patients who are not doing well following a traumatic event who appear to have little wrong on radiographs must be considered as having some form of intercarpal injury or capsular injury until proved otherwise. It is true to say that the diagnosis of carpal instability is made by first believing that there is a real problem and all too often patients are led to believe that their failure to improve with therapy is somehow their fault and it is for the want of trying. Nothing could be further from the truth and although many patients with mild degrees of carpal instability go on to settle in the medium and long term without any serious problem they do take time to heal but many become chronic problems -the 'bad back of hand surgery'. Therefore, those patients who get worse with therapy should be examined specifically for the hidden injury, usually a scapho-lunate dynamic instability which does not appear on radiographs and is a woolly clinical diagnosis until confirmed by more specific investigations, usually arthroscopy.
Wrist pathology can cause severe functional difficulties in the short term and perhaps more importantly chronic problems which have a severe functional, financial and personal impact on individual patients in the long term. One must always be conscious, therefore, of the need to be aware of the implication of specific pathology in the inflammatory arthrides or pattern of injury after trauma.
To make a diagnosis one has to be aware of its existence: to give a prognosis requires an understanding of the disease process or the effects of the mechanical problems much of the management of wrist problems consists of an evaluation of the problems and potential problems so that an accurate picture can be painted for the patient and logical and useful decisions about the future management can be made on the basis of fact, not fantasy; need not desire.
An example would be a 25 year old labourer presents with a scaphoid nonunion and at arthroscopy evidence of early degenerative arthritis is seen. In this situation the patient may be advised to undergo surgical correction of the scaphoid non-union but in the fairly certain knowledge that by the time he is 40 years old he may well have a significant symptomatic degenerative arthrosis of his wrist joint which would preclude him from continuing as a labourer. In these circumstances I advise the patient that surgery provides but a window of opportunity for them to seek better qualifications and to adjust their life towards a less demanding physical career. Usually people are able to appreciate the implications of the problem and are willing to take heed of the advice.
Finally, it can be fairly said that the management of wrist problems remains an area of controversy, innovation and challenge where there is still an opportunity for anyone working in this field to make a contribution to the bulk of knowledge.
